
As of ______________ until ______________, the county has
approved your child care:

Your child care payment limit is figured on this notice, and is based
on the information you gave us. The most we will pay for each
eligible child is:
Child’s Name: Provider’s Name Payment Limit:

______________ ______________ $ _____________

______________ ______________ $ _____________

______________ ______________ $ _____________

• The rate is what your child care provider charges or the most
we can pay based on your area’s child care costs, which
ever is less.

• Child care payment will be paid to your provider.

■■ Because your approved activity/program is less than 30 days,
you will not get another notice telling you when your payments
end.

■■ You have chosen a provider __________________who is not.
licensed and must apply for Trustline registration and Health
and Safety certification. Payments for child care with this
provider will stop on _________________ unless the county
gets proof that your provider has applied for Trustline
registration. You will get no further notice.

The county will only pay child care for the hours and days you are
attending your approved activity/program.

YOU MUST TELL US BEFORE YOU CHANGE CHILD CARE
PROVIDERS EXCEPT IN AN EMERGENCY OR WE MAY NOT
BE ABLE TO APPROVE AND PAY THE NEW PROVIDER.

Child(ren): ____________________________________________

$ _______ rate

X ________ hours ■■ days ■■ weeks ■■ month

= $ _______ per _____________

Provider name: ________________________________________

Child(ren): ____________________________________________

$ _______ rate

X ________ hours ■■ days ■■ weeks ■■ month

= $ _______ per _____________

Provider name: ________________________________________

Child(ren): ____________________________________________

$ _______ rate

X ________ hours ■■ days ■■ weeks ■■ month

= $ _______ per _____________

Provider name: ________________________________________

STATE OF CALIFORNIA
HEALTH AND HUMAN SERVICES AGENCY
CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

COUNTY OFNOTICE OF ACTION
Notice Date :
Case

Name :

Number :
Worker

Name :

Number :

Telephone:

Address :

Questions? Ask your Worker.(ADDRESSEE)

State Hearing: If you think this action is wrong, you can
ask for a hearing. The back of this page tells how.

Rules: These rules apply. You may review them at your welfare
office: Welfare and Education Code Sections: 8350-8353, 8357.
WIC 11322.9, 11323.6, 11323.8 and 11324.
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